Abstract A 27 year old HIV infected man presented with two days of haemoptysis. Flexible bronchoscopy revealed a large carinal mass partially obstructing the left and right main stem bronchi. Rigid bronchoscopy was required to make the diagnosis of large cell immunoblastic lymphoma.
Case report A 27 year old man infected with HIV was admitted to hospital because of haemoptysis which had lasted for two days. The The cough is frequently severe and occasionally associated with dyspnoea.
AIDS associated lymphomas differ from non-AIDS associated presentations in location, histological appearance, and natural history. In contrast to the general population, HIV associated lymphomas generally present with widely disseminated disease and frequent (65-90%) extranodal involvement. 4 The gastrointestinal tract, bone marrow, and the central nervous system are common extranodal sites. Pulmonary involvement varies from 0% to 25%.6 HIV associated pulmonary lymphoma usually presents with mediastinal adenopathy, pleural effusions, or parenchymal involvement. Histologically these lymphomas are usually of the small non-cleaved cell, immunoblastic plasmacytoid, or large cell type and are always high grade.56 The natural course of HIV associated lymphoma is rapid decline with a median survival of 3-6 months after diagnosis.4
The Epstein-Barr virus has been associated with the development of AIDS associated lymphoma.7 This association may be the result of the virus acting as a B cell mitogen causing expansion of virus transformed B cell clones. These clones may proliferate in the setting of HIV impaired cellular immunity and lead to chromosomal translocation with subsequent malignancy.
To the best of our knowledge there has been only one other report of lymphoma presenting as a tracheobronchial lesion in an HIV infected patient.8 The cases are similar in that the lesions were located in the trachea, the chest radiographs were nearly normal, and endobronchial biopsy through a rigid bronchoscope was required to make the diagnosis as small biopsies through a flexible bronchoscope were inadequate.
The number of cases of HIV associated lymphoma appears to be increasing. This may be because the incidence of lymphoma rises exponentially with longer duration of HIV infection9 and HIV infected patients are living longer. Clinicians should add pulmonary lymphoma to the differential diagnosis of an endobronchial lesion in an HIV infected patient, which includes Kaposi's sarcoma, bacterial tracheitis, bacillary angiomatosis, and tuberculosis.'" Although the chest computed tomographic scan and bronchoscopic appearance of endobronchial lymphoma may be impressive, rigid bronchoscopy with larger biopsy samples may be necessary to confirm the diagnosis.
Removal of a dental post from the bronchus by interventional cardiovascular techniques J S R Gibbs, L J Murdoch, P Goldstraw, N P Buller Abstract Foreign bodies lodged in the bronchial tree are normally retrieved by bronchoscopy, but if this fails then thoracotomy is necessary. The case history is presented of a patient who had inhaled a dental post which could not be retrieved either by flexible or rigid bronchoscopy. Using biplane screening and intravascular retrieval devices introduced via an endotracheal tube, the dental post was removed successfully without the need for thoracotomy. (Thorax 1994; 49:526-527) Inhaled foreign bodies such as pieces of teeth which cause bronchial obstruction require removal to prevent the sequelae of haemoptysis and infection of the lung distal to the obstruction.' When the foreign body is not dislodged by coughing and physiotherapy, bronchoscopy with either flexible or rigid instruments is used for extraction under direct vision.2 If this fails, thoracotomy may be necessary.
